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comparing Groups I and II with Group III showing a gap 
<0 mm that should have been corrected during the index 
procedure is inappropriate. Authors also reported that resid-
ual flexion contractures in all groups significantly improved 
from post-operative 1 month to 1 year, and there were no 
differences among groups in post-operative Knee Society 
pain scores at the end of first year. However, this has not 
been proven to be predictable, and leaving residual flex-
ion contractures is thought to be a functional impairment 
in the literature [4]. Another point is that, 59 patients with 
varus osteoarthritis were included in the study, and 16 
patients had bilateral operations. A limb-length difference 
with the side of the total knee arthroplasty being longer and 
resulting in a flexed-knee posture may cause flexion con-
tracture in the operated side if preventive measures are not 
taken appropriately [1]. Therefore, to which group these 
bilaterally operated patients belongs to, whether they were 
operated simultaneously or staged, and whether there was 
statistically significant difference between groups about 
this should have been emphasised within the report. Finally, 
we want to point out that although a gradual improvement 
in flexion deficit can be expected up to 2 years and a small 
residual flexion contracture should not cause functional 
deficit, this has not been proven to be predictable and any 
extension deficit should be corrected during the index pro-
cedure [1, 2, 4, 5].
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Dear Editor,
We read the article with great interest published at your 
journal in Vol. 22, No.5 (2014) written by Okamoto et al. 
[3]. We would like to congratulate them for their inspiring 
work.
The authors measured the extension gap using offset-
type tension device set at 176.4 N and divided patients into 
three groups according to the medial component gap to 
investigate the relationship between the intra-operative lax-
ity at the medial component gap and post-operative flexion 
contracture: Group I, medial component gap was more than 
1 mm; Group II, gap was between 0 an 1 mm; and Group 
III, gap was <0 mm. As a result, they concluded that the 
rate of residual flexion contracture in Group III was signifi-
cantly greater than that in Group I. However, assuming that 
selected joint distraction force corresponded most closely 
to the insert thickness as authors stated, full correction of a 
flexion contracture could not be achieved at the time of the 
initial TKA in Group III by selecting corresponding insert 
thickness which was bigger than the measured extension 
gap. It has already been a well-known entity that high ten-
sion of the soft tissue in extension during operation gen-
erates extension deficit, and this deformity should be cor-
rected at the time of the index procedure [2, 5]. Therefore, 
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